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CONTRACTOR OPERATIONS MANUAL 
 

PREADMISSION SCREENING AND RESIDENT REVIEW/ 
MENTAL ILLNESS LEVEL II EVALUATION 

 
SECTION I 

GENERAL OVERVIEW 

 
 
A. INTRODUCTION 
 

This manual is designed to assist the Contractor in providing basic descriptive and 
procedural information in performing, documenting and completing the terms of its 
contract with the Department of Mental Health (DMH) for Preadmission Screening 
and Resident Review/ Mental Illness Level II (Level II) evaluations.  It is intended for 
use by the: 
 
• Contractor 
• Evaluators contracted to perform the Level II evaluation  

B. LEGAL BACKGROUND 

Federal Public Law 100-203, the Omnibus Budget Reconciliation Act (OBRA) of 
1987 (Nursing Home Reform Act), effective January 1989, revised statutory 
provisions governing certification standards and enforcement procedures applicable to 
nursing homes.  These provisions require Preadmission Screening and Resident 
Review (PASARR) for all individuals initially entering nursing facilities (NFs) to 
determine if the resident is mentally ill.  In the area of mental health the specific 
concerns regarding the mentally ill were; inappropriate placement in NFs, occupancy 
of beds needed by the frail elderly, and failure to receive needed psychiatric treatment. 

In October 1996, Public Law 104-315 repealed the Annual Resident Review portion 
of the PASARR requirement.  In its place the statute requires states to perform a 
RESIDENT REVIEW (RR) for a significant change in a resident’s physical or 
mental condition.  For consistency in identification, California has opted to continue 
the use of the acronym PASARR to represent the change:  PREADMISSION 
SCREENING AND RESIDENT REVIEW (PASARR). 

California’s Welfare and Institutions Code Section 9390.5, since July 1986, requires 
Preadmission Screening (PAS) for every Medi-Cal recipient initially applying for 
admission to a NF to determine if the recipient’s condition required 
institutionalization in a NF of if he/she could remain in the community with support 
services.   
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In California, the Department of Health Services (DHS) is the State Medicaid agency 
responsible for the implementation of the PASARR process.  DMH, the State mental 
health authority, is responsible for the Level II process.  The statute requires that the 
Level II evaluation be performed by a qualified, independent, third party entity. 

C. PURPOSE 

The purpose of the Level II evaluation is to assess and gather data on residents in NFs 
who are suspected or diagnosed as seriously mentally ill.  The psychiatric and medical 
examination becomes the basis upon which the DMH will make psychiatric treatment 
and level of care decisions.  The goal of this evaluation is to assure appropriate 
placement of individuals identified as seriously mentally ill. 

The PASARR evaluation process consists of two parts, Level I and II. 

1. Level I:  The Level I evaluation is the initial, preadmission screen conducted by 
DHS or its designees for all public funded residents admitted to NFs.  This 
assessment is conducted as a part of the Treatment Authorization Request 
(TAR). 

Residents identified as suspected of or diagnosed as seriously mentally ill are 
referred to DMH for the Level II evaluation. 

2. Level II:  The Level II evaluation consists of an in-depth medical and psychiatric 
evaluation of the resident. 

The objectives of the Level II evaluation are: 

a. Determine the resident’s need for NF level of care (Appendix I). 

b. Determine the presence of a serious mental illness (Appendix II). 

c. Determine the resident’s need for specialized services (SS) and less than 
specialized mental health services (Appendix III). 
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SECTION II 

GENERAL INSTRUCTIONS 

 

To facilitate the successful performance and completion of the Level II evaluation, the 
following information is provided for your reference and to highlight the critical 
components that are required. 

1. LEVEL II REFERRAL AND DMH ID:  Within three days following the receipt of 
a Level I referral, the referral will be reviewed and transmitted to the Contractor for 
performance of a Level II evaluation. 

Each referral is provided a unique DMH ID identifier which provides anonymity and 
identifies a specific resident and episode.  This number is the basis upon which 
reimbursement is made.  It is critical that the DMH ID is accurate and is recorded in 
the space provided at the top of each Level II evaluation page. 

2. SCHEDULE APPOINTMENTS:  Following receipt of the Level II referral, the 
Contractor must contact the facility to: 

a. verify the examinee is a current resident in the NF, and 

b. ascertain if the resident has any special communication needs, and is physically 
and mentally capable of participating in the evaluation. 

3. EVALUATOR VERIFICATION OF RESIDENT STATUS:  The evaluator will 
schedule the Level II and within 24 hours, prior to visiting the NF, the evaluator shall: 

a. verify the resident is available for the evaluation, and 

b. verify resident is physically and mentally capable of participating in the Level II. 

 The evaluation shall be arranged to be conducted during reasonable hours and days of 
the week to ensure minimal disruption to the resident and facility. 

4. ACCESS TO RESIDENT AND RESIDENT’S CHART:  The evaluator will 
require access to the resident and to the resident’s medical records to complete the 
Level II evaluation.  This includes information contained on the Resident Assessment 
(RA) and Minimum Data Set (MDS).  If the information obtained from the resident 
and/or medical record is incomplete, then the evaluator must solicit the necessary 
information from facility staff, family members, and/or conservator. 

5. PASARR/MI LEVEL II EVALUATION DOCUMENT, MH 1733 (7/98) 
(Appendix IV):  The four-page protocol is used to record information obtained from a 
comprehensive review and evaluation of the resident’s past and current psychiatric, 
psychosocial and medical status.   
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The four-page protocol has been packaged in a loose-leaf, tablet format to facilitate 
ease in faxing or photocopying the document.  It is crucial that the resident’s DMH ID 
number is recorded in the space indicated at the top of each page. 

6. LEVEL II CATEGORIES:  The Contractor shall complete all elements of the 
Level II document as specified by DMH. 

a. COMPLETE:  A Level II evaluation which includes all elements of the MH 
1733 document. 

b. SUSPEND:  A Level II evaluation which is interrupted and/or cannot be 
performed for reasons beyond the control of the evaluator. 

c. ATTEMPT:  A Level II evaluation which is referred by DMH but cannot be 
scheduled for reasons beyond the control of the contractor. 

7. LEVEL II TIMELINES:  The Contractor shall complete the Level II evaluation and 
electronically transmit all required data to DMH within the timeframes specified 
below. 

a. PREADMISSION SCREENS (PASs) Level II evaluations (COMPLETE, 
SUSPEND and ATTEMPT) shall be performed and transmitted within seven 
(7) calendar days (excluding holidays) from the date of receipt of the Level II 
referrals. 

b. RESIDENT REVIEWS (RRs) change of status Level II evaluations 
(COMPLETE, SUSPEND, and ATTEMPT) shall be performed and transmitted 
within ten (10) calendar days (excluding holidays) from the date of receipt of 
the Level II referral. 

c. EMERGENCY REFERRALS: (ERs) Level II evaluations (COMPLETE, 
SUSPEND, and ATTEMPT) shall be performed, reviewed, certified and faxed 
to DMH with data within 24 hours of receipt of the referral by the 
contractor.  ERs shall be entered, verified and electronically transmitted 
with the Level II data within three (3) calendar days (excluding holidays) 
from the date of the receipt of the Level II referral. 

d. SPECIALIZED SERVICES  PAS, RR, and ER Level II evaluations for whom 
the Contractor has recommended Specialized Services, shall be reviewed, 
certified and faxed to DMH with the data within 24 hours of the completion 
of the Level II evaluation.  Specialized Services shall be entered, verified 
and electronically transmitted with the Level II data within three (3) 
calendar days (excluding holidays) from the date of the completion of the 
Level II evaluation. 
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8. RECORDING INFORMATION/FINDINGS:  Use a dark ink pen.  Each and 
every item must be completed and is allotted a specific number of spaces to be filled 
in or checked.  LEAVE NO ITEMS UNANSWERED. 

 Record the information and findings in sufficient detail to permit DMH clinicians to 
make treatment and level of care decisions.  Use the comment section, Item 71, to 
record additional, pertinent information not included in the other sections of the form, 
and to explain differential diagnoses and/or inconsistencies in the clinical data. 

 A few sections request information or comments of an open-ended nature.  The 
information must be legible and accurate.  If an error is made, draw a line through 
the item and enter the correct information and initial the change.  DO NOT white out 
mistakes. Evaluator writing must be legible for accurate key data entry. 

 Modify and supplement suggested interview questions in the mental status 
examination to probe for details whenever necessary.  In asking questions, be aware 
and sensitive to the cultural differences of ethnic groups.  In most interviews, it will 
not be necessary to ask all of the questions suggested in this manual for a given item. 

When completed, the Level II evaluation should provide a current, consistent and 
comprehensive picture of the resident’s medical and psychosocial symptoms and level 
of function from which valid and reliable diagnoses and treatment recommendations 
can be made. 

9. COMPLETED LEVEL II EVALUATIONS:  For purposes of this contract, a 
completed Level II evaluation is one in which the resident was able to participate in 
the assessment process to the extent that the evaluator(s) could accurately complete 
all required items of the MH 1733. 

 In these cases, the Level II evaluation is considered complete and reimbursable, when: 

a. The Level II evaluation has been reviewed and signed off by qualified personnel 
as complete, accurate, current, and clinically consistent. 

b. The data from the MH 1733 is key entered and verified independently by two 
key data entry personnel, and electronically transmitted to DMH. 

c. The Level II evaluation is reviewed by DMH and found to be complete, 
accurate, clinically consistent and meets all applicable standards.  More 
specifically: 

1) The diagnosis(es) shall be consistent with the resident’s history and 
current symptomatology. 

2) The level of care shall be compatible with the resident’s medical/nursing 
needs, psychiatric needs, behavior and level of function. 
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3) The treatment recommendations shall be consistent with the diagnosis, 
clinical symptoms and cognitive abilities. 

4) The evaluator’s comments shall explain any clinical inconsistencies or 
unusual circumstances which require special consideration. 

Should DMH determine that a Level II evaluation does not meet any of the criteria 
noted above, 9. a through c, DMH will contact and inform the Contractor of the 
contradictory or missing data, and the Contractor will have three working days to 
correct or provide the required information. 

Reimbursement will be withheld until all requested data are provided and the 
information is accurate, current and clinically consistent as described above. 

10. DOCUMENTATION OF COMPLETION:  Reimbursement for a completed 
Level II evaluation requires the evaluator to document the completion of a Level II 
evaluation on the PAS/PASARR Evaluation Document, DHS 6170, under X 
(Appendix V).  This form should be contained in the resident’s chart. 

If the DHS 6170 is NOT in the chart, complete and sign the DMH form, PASARR/MI 
Level II Evaluation - Documentation of Completion, (Appendix VI) and affix in the 
resident’s chart. 
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SECTION III 

PASARR/MI LEVEL II EVALUATION 

 

COMPLETION OF THE MH 1733 PROTOCOL 

To assist in the completion of the Level II protocol, each item will be referenced as it 
appears on the PASARR/MI Level II Evaluation Document, MH 1733. 

REASON ASSESSMENT WAS NOT COMPLETED 

Check the appropriate box to indicate the reason the assessment was not performed or was 
suspended.  Use the space provided to enter the reason category for the attempt or suspend 
(see categories below). 

1. ATTEMPT:  An attempted Level II evaluation occurs when the NF is contacted and 
it is determined that the resident’s evaluation cannot be scheduled because of one or 
more of the circumstances listed below. 

A. For the following categories, the Contractor shall complete items 1, 2, 4, 5, 6, 9, 
13, 14 and 71 as applicable. 

Reason Category  Data Entry Code 

Absent without leave (AWOL) from the facility A 

Private pay status  B 

Discharged  D 

Expired   E 

Hospitalized  H 

Never admitted to the assigned facility J 

On pass from the facility S 

Physical condition precludes the evaluation P 

Primary diagnosis of documented Dementia G 

Duplicate referral to contractor M 

B. All Attempted Level II evaluations shall be key entered and verified by two 
independent key data operators and electronically transmitted to DMH. 

C. An Attempted Level II evaluation is considered complete and reimbursable 
when all required elements have been performed. 
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2. SUSPEND:  Suspends occur when a Level II evaluation cannot be performed or 
completed after the Contractor has followed all preparatory contact with the facility to 
verify residence, the evaluator has scheduled an appointment, has called within 24 
hours of the appointment to verify the resident’s status, has NF staff communicate the 
scheduled appointment to the appropriate shift and has traveled to the facility to keep 
a scheduled appointment. 

A. The following Suspend categories shall be documented by completing Items 1 
through 14, 71, 75a, 75b, 76 and 78.  Use Item 71 to indicate date of discharge 
or expiration. 

Reason Category Data Entry Code 

Private pay status B 

Discharged D 

Expired E 

B. The following Suspend category shall be utilized when the evaluator has 
traveled to the facility to evaluate the resident, only to find that the resident is 
obviously demented and is unable to participate in the evaluation now or is 
unlikely to do so in the near future (next three months). 

This category shall be documented by completing items 1 - 39, 71, 75a, 75b, 76 
and 78 of the MH 1733 form.  Item 71 is to be used to elaborate any important 
aspects of the resident’s condition related to the Dementia. 

Reason Category Data Entry Code 

Primary diagnosis of Dementia G 

C. The following Suspend categories will require a follow-up evaluation when the 
reason for the resident’s unavailability is resolved and has been assigned a new 
DMH ID.  The categories shall be documented by completing items 1 through 
14, 71, 75a, 75b, 76 and 78 of the MH 1733.  Use Item 71 to explain the 
circumstances why the resident was unable to keep the appointment previously 
made by the Contractor. 

Reason Category Data Entry Code 

Absent without leave (AWOL) from the facility A 

Hospitalized  H 

On a pass and not available S 
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D. The following Suspend category will require a follow-up evaluation when the 
reason the evaluator was denied entry to the facility is resolved and a new DMH 
ID is assigned.  The categories shall be documented by completing Items 1, 2, 4, 
5, 6, 9, 13, 14, 71, 75a, 75b, 76, and 78 of the MH 1733.  Use item 71 to explain 
the circumstances why the evaluator was denied entry to the facility. 

Reason Category Data Entry Code 

Evaluator denied entry to facility C 

E. The following Suspend categories will require a follow-up evaluation when the 
reason for the resident’s unavailability is resolved and has been assigned a new 
DMH ID.  The categories shall be documented by completing items 1 through 
22, 71, 75a, 75b, 76 and 78.   

If the reason code is for a treatable Dementia, also complete Items 23 - 39.  Use 
Item 71 to explain why the resident is mute, how the resident was 
uncooperative, what about the resident’s condition precluded completing the 
assessment or other pertinent information not described in the required items. 

Category Data Entry Code 

The resident has a treatable Dementia. F 

The resident is mute. K 

The resident is uncooperative or refuses the assessment. N 

The resident’s physical condition precludes the assessment. P 

The resident is delirious. Q 

All cases of Suspended Level II evaluations shall be: 

• reviewed and signed off by a Board/Certified (B/C) or Board/Eligible (B/E) 
psychiatrist. 

• key entered and verified independently by two separate key data entry personnel, 
and electronically transmitted to DMH within specified timeframes. 

All Suspended Level II evaluations shall be considered complete and reimbursable 
when, upon review by DMH, all required items are present, the clinical data support 
the reason for which the Level II was suspended and the information requested in 
Item 71 is provided. 
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IDENTIFICATION 

Record biographical and identification data. 

01. DMH ID Number 

 Record the DMH ID number in the space provided on each page.  The DMH number 
is a unique reference that provides anonymity, identifies a specific episode and is 
transmitted with each referral. 

02. Medi-Cal ID Number 

 Record the assigned 14-digit Medi-Cal ID number or 10-digit Benefit Identification 
Card (BIC) number in the space provided.  Usually you will find this number on the 
"Medi-Cal Eligibility Form" or on the Level I form.  Any change to these numbers 
should be indicated and entered in the space provided. 

03. Social Security Number 

 Enter the 9-digit Social Security number. 

04. Resident's Name 

 Enter; Last, First, and Middle Initial.  Any changes to the resident's name should be 
entered in the space provided. 

05. Date of Birth 

 Enter date of birth. 

 Example: May 27, 1940 

  MM 05    DD 27    YYYY 1940 

06. Sex 

 Check appropriate box for sex. 

07. Languages Utilized for the Evaluation: 

a. Resident’s Language:  Indicate the language used to complete the evaluation.   

b. & c. Interpreter’s Name and Relationship:  Record verifiable name of interpreter 
and relationship to the resident. 
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08. Facility Name 

Fill in the name of the facility as it appears on the license even if it goes beyond the 
space provided.  Be sure to include the city designation.   

Example:  Crestwood Hospital - Stockton 

09. Facility Number 

 Enter the nine-digit facility number as indicated on the Level I referral form in the 
space provided. 

10. Date of Current NF Admission 

 Enter date of admission to current facility.  

11. Months in Current NF 

 Enter the total number of months in the current NF. 

12. Legal Class 
 Enter the legal class code from the following list.  Some residents in the NF are 

admitted to the facility by court order and, therefore, their discharge or release to the 
community is based on judicial disposition.  It is important that the evaluator reports 
the accurate judicial classification of residents with penal code (PC) status. 

05 Temporary Conservatorship 
09 Conservatorship 
11 Voluntary 
14 72-Hour Detention (5150) 
16 14-Day Certification (5250) 
22 Not Guilty by Reason of Insanity (NGI) (PC 1026) 
24 Incompetent to Stand Trial (IST) (PC 1201) 

13. Date of Level I Evaluation 

Enter the completion date of the Level I evaluation as indicated on the DHS 6170 
form. 

14. Date of Level II Evaluation 

Enter the date when the Level II evaluation was performed. 
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DSM-IV MULTIAXIAL CLASSIFICATION  

The DSM-IV classification is used to identify and record the resident’s psychiatric and 
medical conditions, relevant psychosocial and environmental factors, and current and 
highest past year Global Assessment of Functioning. 

15. Axis I.  Clinical Disorders:  Enter the DSM-IV code numbers representing the 
resident’s current psychiatric diagnosis(es) except for Personality Disorders and 
Mental Retardation (which are reported on Axis II).  Refer to Appendix X. 

The diagnosis(es) you enter here should be based on your clinical impressions of 
the resident at the time of your evaluation. 
Your diagnosis(es) may or may not be the same as that which is found in the 
resident's chart.  This may or may not be the same reason for the current admission to 
the facility.  If there is more than one Axis I disorder present, the one that is causing 
the resident's major psychiatric problem at the time of the evaluation should be the 
primary (principal) diagnosis.  The primary diagnosis should be listed first.  The 
primary or secondary psychiatric diagnoses could be functional or organic in nature.  
If either of the diagnoses is organic in nature, the general medical condition that is 
causing the problem should be listed on Axis III.  Be sure that the diagnosis is 
consistent with the current clinical symptomatology. 

In cases where the code number refers to more than one condition, write out the 
specific diagnostic condition applicable in #15, Axis I.  Example:  292.89, choose 
which of the 30 conditions listed in DSM IV is applicable.  If the primary diagnosis is 
Dementia or organic in nature, appropriate disturbance should be reflected in the 
current cognitive status section of the mental status examination.   

The following are the clinical disorders and other conditions that may be the focus of 
clinical attention that are reported under Axis I: 

• Dementia, and Amnestic and Other Cognitive Disorders 
• Mental Disorders Due to a General Medical Condition 
• Substance-Related Disorders 
• Schizophrenia and Other Psychotic Disorders 
• Mood Disorders 
• Anxiety Disorders 
• Somatoform Disorders 
• Factitious Disorders 
• Dissociative Disorders 
• Sexual and Gender Identity Disorders 
• Eating Disorders 
• Sleep Disorders 
• Impulse-Control Disorders Not Elsewhere Classified 
• Adjustment Disorders 
• Other Conditions That May Be a Focus of Clinical Attention 

R/O (rule out) diagnoses are not permitted. 
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Leave NO blanks.  If there is no Axis I diagnosis, the evaluator should enter V71.09; 
the DSM-IV code for "no diagnosis" in the space provided. 

Note regarding Dementia:  The federal regulation requires that a Level II evaluation 
should NOT be performed if the primary diagnosis is Dementia (including 
Alzheimer's disease or related disorder).  However, the DMH does make an exception 
in generating a referral if the primary diagnosis is a major mental disorder.   

When in doubt as to whether Dementia is primary or secondary, a Level II evaluation 
should be completed.  All diagnosis of Dementia should be reflected in the current 
cognitive status portion of the Mental Status Examination section of the Level II 
evaluation. 

Refer to the Serious Mental Illness Criteria (Appendix II) to accurately differentiate 
Dementia from Pseudodementia.  At any point prior to the completion of the 
evaluation, the evaluator is convinced that the primary diagnosis is Dementia or 
related condition (e.g., organic brain syndrome), the evaluator should stop the 
assessment and check the "SUSPEND" box on the Level II form. 

Axis II.  Personality Disorder/MR:  If the primary or secondary diagnosis is a 
Personality Disorder or Mental Retardation, it should be reported here.  Record 
V71.09 if there is no diagnosis on Axis II.  The following disorders are reported under 
Axis II: 

• Paranoid Personality Disorder 
• Schizoid Personality Disorder 
• Schizotypal Personality Disorder 
• Antisocial Personality Disorder 
• Borderline Personality Disorder 
• Histrionic Personality Disorder 
• Narcissistic Personality Disorder 
• Avoidant Personality Disorder 
• Dependent Personality Disorder 
• Obsessive-Compulsive Personality Disorder 
• Personality Disorder Not Otherwise Specified 
• Mental Retardation 

Axis III.  General Medical Condition:  Report the current general medical condition 
that is directly related or potentially relevant to understanding and/or management of 
the resident's mental disorder.  In some cases, it is clear that the general medical 
condition is directly causing the development and worsening of mental symptoms and 
that the mechanism is physiological.   

Use a Mental Disorder Due To A Medical Condition diagnosis only when a mental 
disorder is judged to be a direct physiological consequence of the general medical 
condition. 
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Use the ICD-9-CM codes in reporting the current medical condition.  Refer to 
Appendix XI.  The following ICD-9 codes for general medical conditions are reported 
under Axis III: 

• Infectious and Parasitic Diseases 
• Neoplasms 
• Endocrine, Nutritional, and Metabolic Diseases and 

    Immunity Disorders 
• Diseases of the Blood and Blood Forming Organs 
• Diseases of the Nervous System and Sense Organs 
• Diseases of the Circulatory System 
• Diseases of the Respiratory System 
• Diseases of the Digestive System 
• Diseases of the Genitourinary System 
• Diseases of the Skin and Subcutaneous Tissue 
• Diseases of the Musculoskeletal System 
• Congenital Diseases 
• Injury and Poisoning 

Axis IV.  Psychosocial/Environmental:  Report the psychosocial and environmental 
factors that may affect the diagnosis, treatment and prognosis of the resident's current 
mental disorders.  Take note of those psychosocial and environmental conditions that 
clearly contributed to the mental disorder.  Choose one or more of the following 
categories and fill in the box(es) with the corresponding number as written below: 

1. Problems with primary support group - e.g., death of a family member; 
health problems in family; disruption of family by separation, divorce, or 
estrangement; removal from the home; remarriage of parent; sexual or physical 
abuse; parental overprotection; neglect of child; inadequate discipline; discord 
with siblings; birth of sibling. 

2. Problems related to the social environment - e.g., death or loss of friend; 
inadequate social support; living alone; difficulty with acculturation; 
discrimination; adjustment to life-cycle transition (such as retirement). 

3. Educational problems - e.g., illiteracy, academic problems; discord with 
teachers or classmates; inadequate school environment. 

4. Occupational problems - e.g., unemployment; threat of job loss; stressful work 
schedule; difficult work conditions; job dissatisfaction; job change; discord with 
boss or coworkers. 

5. Housing problems - e.g., homelessness; inadequate housing; unsafe 
neighborhood; discord with neighbors or landlord. 

6. Economic problems - e.g., extreme poverty; inadequate finances; insufficient 
welfare support. 
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7. Problems with access to health care services - e.g., inadequate health care 
services; transportation to health care facilities unavailable; inadequate health 
insurance. 

8. Problems related to interaction with legal system/crime - e.g., arrest; 
incarceration; litigation; victim of crime. 

9. Other psychosocial and environmental problems - e.g., exposure to disaster, 
war, other hostilities; discord with nonfamily caregivers such as counselor, 
social worker, or physician; unavailability of social service agencies. 

Axis V.  Global Assessment of Functioning (GAF) (Appendix VIII): - Record the 
highest GAF in the past year and the current GAF in the respective spaces.  Rate the 
GAF with respect to only psychological, social and occupational functioning.  “Do 
not include impairment of functioning due to physical or environmental limitations.”  
The current GAF should be congruent with the overall severity of psychiatric illness 
(question #39) and with the resident’s current psychiatric symptomatology. 

a. Past year GAF - the highest level of functioning, for at least a few months, 
during the past year.  If GAF rating is not available in the chart, make an 
estimate based on information in the medical record. 

b. Current GAF - the level of functioning at the time of the evaluation.  
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CURRENT MENTAL STATUS EXAMINATION  

The purpose of the mental status examination is to assess both qualitatively and 
quantitatively a range of mental functions at a given time.  It is useful in providing a 
baseline of information for future examinations and to assess deterioration or improvement 
in specific functions over time.  The mental status examination provides a rating of the 
resident's appearance, attitude and behavior, thought processes, thought content and current 
cognitive status.  It is a means to assess orientation, attention, speech, mood, thought 
process, specific cognitive skills and organizing observational data. 

The headings are descriptive of the areas of mental functioning the evaluator is expected to 
explore.  Careful recording and accurate description of the resident's current behavior 
enables a DMH reviewer to make an accurate diagnosis without actually seeing the 
resident.  

16 - 22. Appearance, Attitude, and Behavior 

Describe the general appearance of the resident.  Note the clothing, personal 
hygiene, any use of cosmetics, etc.  Observe the appropriateness, neatness, and 
manner of dress and grooming.  Observe the resident's reaction towards the 
evaluator and the evaluation.  Describe the character and amount of motor 
activity, any indication of restlessness or anxiety, social withdrawal or isolation 
or manifestation of extreme psychomotor retardation. 

23 - 27. Thought Process 

As the resident speaks, the evaluator should note the following: 

• The degree of verbal productivity and the resident's spontaneity. 

• Coherence and relevance of the resident's verbalization. 

• The speed of reaction and manner of answering direct questions. 

• The presence of blocking (a sudden interruption of thought or speech) or 
mutism (inability or refusal to speak). 

 
Regarding Mutism:  The inability or unwillingness of the resident to speak is a 

common finding in both functional and organic conditions.  If the resident 
is rated moderate to severe on mutism, an explanation is required 
explaining how the information, which requires communication skills, was 
obtained in Item 71.  Otherwise, the evaluation should be terminated and 
completed as a suspend. 

• Note the presence of flight of ideas or skipping from one idea to another in 
a rapid,  fragmented fashion. 

• Observe if the resident is oriented to time, place, person, and surroundings. 
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28 - 32. Emotional Status 

Describe the affect of the resident.  Record the emotional feeling tone that best 
describes the resident.  The evaluator should assess the following: 

• Appropriateness of the emotions shown to the circumstances of the 
interview and the ideas being expressed. 

• Range of emotional expression.  Note the presence of narrow range of 
emotional response, blunting or flatness. 

• Depression or a prevailing attitude of pessimism.  The concomitant 
feelings which may be expected with depression include hopelessness, 
helplessness, and guilt. 

• Pervasive elation, undue optimism or euphoria. 

• The presence of lability (abrupt change from one emotion to another), 
whether it is in response to major and minor shifts in content or occurs 
without stimulus. 

33 - 37. Thought Content 

Describe the resident's trend of thought noting the main topics of complaint or 
preoccupation.  Record the presence or absence of the following: 

• Hallucinations (auditory, visual).  Note presence of false sensory 
perception without stimuli.  The evaluator may ask if the resident has seen 
or heard things that others do not hear or see. 

• Delusions (persecutory, grandiose, and somatic).  Note presence of 
false beliefs not in keeping with resident's culture or education. 

• Ideas of Reference.  The evaluator may ask the resident about tendencies 
to misinterpret events or conversations, and about feelings of being singled 
out, watched or talked about by others. 

• Suicidality (for suicidal ideation).  The evaluator shall endeavor to bring 
out the resident's thoughts about self-harm or destruction.  The evaluator 
may ask the resident if, along with the feelings of hopelessness, the 
resident has been bothered with thoughts of self-harm or suicide.  
Whenever the resident admits to having suicidal ideation, the 
evaluator should explore suicidal intent, plans and means. 
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When elicited, suicidality of any degree shall be taken seriously.  Use the 
comment section, Item 71, to report if suicidality is in the form of 
ideation or intent and if the resident is a high suicidal risk. 

• Homicidality (for homicidal ideation).  The evaluator should explore the 
presence of homicidal thoughts and intent.  It shall be treated like 
suicidality. 

Suicidality and/or Homicidality could trigger a recommendation of 
Specialized Services. 

38. Current Cognitive Status 

Many aspects of the resident's mental function can be observed in the course of 
history taking.  Many residents may be antagonized by the nature of the 
questions.  You may have to explain the purpose of your line of questioning. 

a. Attention Deficit.  Observe if the resident is so preoccupied or easily 
distracted that cooperation with the evaluator is disrupted.  Attention 
deficit could be an indication of acute confusional state suggestive of the 
presence of medical problems or nonorganic mental disorder.  Attention 
span may be assessed by having the resident repeat increasing numbers of 
digits forward. 

b. Short-Term Memory Deficit.  Short-term verbal memory is assessed 
clinically by asking the resident to learn new information.  This is 
commonly done by presenting four unrelated words such as brown, 
honesty, desk and car. 

 The words are repeated several times until the evaluator is certain that the 
resident correctly recalls all four words.  The resident is then told that 
he/she will be asked to recall these words later. Following a five minute 
delay with interference, the resident is asked to freely recall the words 
learned earlier. 

c. Long-Term Memory Deficit.  To assess long-term memory impairment, 
the resident is asked personal information that is known to the evaluator, 
such as, birth place, birth date, past presidents, well-known dates, etc. 

d. Poor Concentration.  "Serial 7s" or 3s is commonly used to assess 
concentration ability.  The resident is asked to subtract 7 or 3 from 100 
and then to continue subtracting 7 or 3 from each remainder. 
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e. Problem in Abstraction.  The ability of the resident to make valid 
generalizations may be tested by asking the resident to interpret proverbs.  
Proverbs commonly used are: 

• "Don't cry over spilled milk." 

• "People who live in glass houses should not throw stones."  

• "A rolling stone gathers no moss." 

Disturbances in conceptualizing may be assessed by asking for similarities 
or differences among a number of objects. 

Questions to ask include: 

• "How are apples, bananas, and oranges alike?" 

• "What is the difference between a mistake and a lie?" 

f. Poor Insight.  Is determined by the degree to which the resident 
understands his/her medical or psychological problems. 

Questions to ask include: 

• "What brought you to this facility?" 

• "What is the best treatment for your mental difficulty?" 

g. Poor Judgment.  Judgment is determined by the resident's ability to 
correctly estimate situations and form opinions which suggest reasonable 
and effective solutions. 

Questions to ask include: 

• "If you were lost in the woods, how would you find your way out?" 

• "What would you do if you were the first person to see a fire in a 
movie theater?" 

39. Overall Severity of Psychiatric Illness 

Based on the ratings given for items 16 - 38, the course of mental illness, dosage 
of medications and characteristics of use of PRN medication, you should come 
up with your assessment of the overall severity of mental dysfunction.  Your 
assessment of overall severity should be consistent with the resident's 
psychopathology and the current GAF.  You should NOT check "mild" on the 
overall severity box if you have checked a number of boxes on mental status 
examination as "moderate" or "severe" or vice-versa. 
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PSYCHIATRIC HISTORY 

Ascertain the resident’s past and present psychiatric illness and response to treatment. 

40. a.  Drug abuse;  b.  Alcohol abuse 

Check the appropriate boxes which verify any history of drug and/or alcohol abuse.  
Consider the chronicity, frequency, nature and amount of drug and alcohol 
consumption in completing this section.  Use Item 71 if active use of substances is 
suspected. 

41. Age at Onset of Mental Illness 

If known, enter the age of the resident at onset of mental illness.  If unable to 
determine age, enter 99.  If no mental illness, enter 00. 

42. Primary Living Situation 

Check the box which indicates where the resident has resided for six months or 
longer, during the past year. 

43. Number of Psychiatric Hospitalizations 

Enter the total number of separate admissions to acute psychiatric facilities over the 
past two years. 

44. Number of Suicide Attempts 

Enter the number of suicide attempts as indicated.  Do not include reports of suicidal 
threats or ideation. 

45. Number of Assaultive Incidents 

Enter the number of times the resident physically assaulted another person, as 
indicated.  Any comment regarding verbal abuse should be entered in the comment 
section, Item 71. 

46. Number of AWOL Attempts 

Enter the total number of times the resident left or attempted to leave the facility 
without medical authorization, as indicated. 

47. Number of PRN Psychiatric Medications 

Enter the number of PRN medications, as indicated.  Include only PRN psychotropic 
medications and PRN medications given for psychiatric behavior. 

 

 

48. Response to Psychiatric Medications 
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Indicate how well the resident's psychiatric symptoms are responding to current 
medications.  This information may be found in the physician's and/or nurse's 
progress notes. 

PSYCHIATRIC MEDICATIONS 

List the resident's current and past medication history. 

49. Past Psychiatric Medications 

List all psychotropic medications taken for the longest period of time, over the 
past two years.  If not found in the resident's current medical record, this 
information may be available in the resident's holding chart.  If the daily dose is 
not known, enter 9999 in the space provided.  Refer to Appendix IX for a list of 
medications and digit codes. 

50. Current Psychiatric Medications 

Enter NAME, CODE, and DOSAGE of current psychotropic medications (Use 
Appendix IX for list of psychotropic medications).  Indicate whether the 
medication is given on a regular or PRN basis.  Anticonvulsant medications 
when prescribed for psychiatric symptoms should also be recorded in this 
section. 

Enter TOTAL DAILY dose in milligrams.  If dose is larger than milligram 
space provided, enter 9999. 

51 - 52. Indicate the nonpsychiatric medications which may mask or mimic 
psychiatric illness.  Record the name of the medication in the space provided. 
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CURRENT PLACEMENT POTENTIAL 

Assess the resident's psychosocial functioning and potential for community placement. 

53. Current Placement Potential 

This section is designed to provide information about the resident's ability to 
function outside the NF; whether in another structured supervised setting or 
independent living. 

In rating the current community placement potential, make use of all available 
sources of information.  Consider both current and pre-NF levels of functioning. 

54.  Evaluators should be cautioned that the statement reads refrain from these 
behaviors.  In this section, it is particularly important to consider not only 
present behavior but to take into account the resident's adjustment to previous 
community placements.  Check appropriate boxes. 

55 - 57. Check the appropriate box. 
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PHYSICAL HEALTH HISTORY 

Obtain a comprehensive medical history and current physical status with particular 
emphasis on the resident's need for skilled nursing care.  There may be times when 
information from several sources must be obtained (e.g., facility staff, family members, 
conservators, and records). 

58. Current Physical Health Problems 

 Check all boxes that apply.  Use box "other" to record presence of terminal illness and 
other health problems not listed.  A list of physical problems is often available in the 
resident's chart.  Suspected or undiagnosed conditions should not be noted.  If #58.10 
(Gastrointestinal Disorders) is checked, #69.f (Physical Examination/Rectal) should 
be performed.  If not performed by evaluator use Item #70 (Physical Examination 
Comments) to recommend appropriate consult.  If #58.11 (Genitourinary Disorders) 
is checked, #69.g (Physical Examination/Genitourinary) should be performed.  If not 
performed by evaluator use Item #70 (Physical Examination Comments) to 
recommend appropriate consult. 

59. Skilled Nursing Procedures 

 This section is particularly important in making your recommendation as to the 
resident's need for LOC.  Look for this information in the Current Treatment Plan 
section of the chart.  Do not include routinely provided procedures.  Check all boxes 
that apply. 

60. Incontinence of Urine  

 Check box 1 (never) if resident has no incontinent problems; check box 2 
(occasionally) if resident is incontinent of urine one or more times a week but not 
daily; check box 3 (frequently) if the resident is incontinent daily. 

61. Incontinence of Feces 

 Check box 1 (never) if resident has no incontinent problems; check box 2 
(occasionally) if resident is incontinent of feces once a week; check box 3 (frequently) 
if resident is incontinent of feces two to three times a week. 

62. Physical Health Aids 

 Check ALL items that apply.  Include devices resident uses or would use if they are 
available. 

63. Ambulation 

 Check the box that best describes the resident's condition. 

 

(Revised 11-20-98) 
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64. Personal Care Activities 

 Check the box that describes the resident's current level of functioning for each 
activity. 

PHYSICAL EXAMINATION 

Provide the current physical health status of the resident.  For the physical examination, it is 
strongly recommended that the evaluator fill this section out as the data is gathered. 

If a physical examination has been performed in the past 90 days and any elements of the 
exam are not available from the record, the evaluator must perform those aspects of the 
physical examination.   

Also, if a physical examination has been completed within 90 days, and the evaluator notes 
a significant change in any aspect of the resident’s medical status, the evaluator must 
perform those elements of the physical exam related to the resident’s change in medical 
status or make the appropriate recommendation/consultation. 

65 - 68. Physical Examination Information 

Check the appropriate boxes and record information as requested. 

69. Systemic Examination 

Record findings as normal or abnormal, and source of information as exam or 
record.  Do not use Column 5 “not done”.  Use #70 “Physical Examination 
Comments” to explain any abnormal finds or unmarked fields. 

70. Physical Examination Comments 

Add or explain additional information pertinent to the physical examination.  
Note any speech and language problems (e.g., aphasia) due to physical or 
neurological abnormalities.  It is important that you distinguish between elective 
mutism (i.e., resident appears mute during examination, however, at other times 
the resident talks), and the resident's inability to talk due to organic or physical 
dysfunction.  Also explain any "not done" categories. 

 

 

 

 

 

(Revised 11-20-98) 
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ADDITIONAL INFORMATION/CLARIFICATION OF CLINICAL 
INCONSISTENCIES/DIFFERENTIAL DIAGNOSES: 

71. This section should be used to note: 

• Results of previous placement at lower level of care, board and care homes 
or independent living, if pertinent to current treatment recommendations. 

• Differential diagnoses and how the evaluator decided upon one diagnosis 
versus the other(s). 

• Information regarding where/how the evaluator obtained current MSE data 
when residents are uncooperative or mute and inaccessible. 

• Pertinent information, not previously noted, which supports your diagnosis 
or treatment recommendations, and/or 

• Confounding factors or inconsistent clinical data presented in the 
evaluation; for example, if your primary diagnosis is functional, but the 
MSE and CSE indicate primarily cognitive deficits. 

This section should not be used for: 

• Remarks which repeat information presented in the body of the Level II 
evaluation; such as, age, diagnosis, sex, recommended level of care, etc. 

• Repeating the same information from resident to resident.  Repetitive 
comments across residents suggests that the evaluator has not 
individualized the diagnosis and treatment recommendations process for 
each resident. 
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RECOMMENDATIONS 

72. Rehabilitation Potential 

Indicate the resident's potential for rehabilitation by checking the appropriate box. 

Consider the following in determining rehabilitation potential: co-morbidity, severity 
and chronicity of mental illness, results of previous rehabilitation efforts, cognitive 
strengths/weaknesses, support system. 

73. Psychiatric Rehabilitation Activities 

Indicate the psychiatric rehabilitation activities the resident is currently receiving and 
those that you are recommending by checking the appropriate boxes: 

1. None:  Check this box if the resident is not receiving any psychiatric treatment 
and/or you are not recommending any psychiatric treatment. 

2. Psychotropic Medication Education/Monitoring:  A program in which a 
trained mental health professional explains the benefits and risks of the 
resident’s psychotropic medications, and facility staff monitor their 
administration.  Should be recommended for residents who are not expected to 
administer their own medications independently because they are: 

1) Not medication compliant.  Monitoring helps to assure that the resident 
received the recommended medications on a daily basis.  The educational 
component helps the resident to better understand the need for the 
medications, how they work, side effects, and how to deal with side effects 
should they occur.  All of which is likely to improve voluntary medication 
compliance. 

2) Cognitively Impaired.  The educational component should either be 
simplified or eliminated altogether, depending upon the individual’s ability 
to understand the information. 

3. Independent Medication Management/Training:  A therapeutic program in 
which a trained mental health professional assists the resident in becoming more 
independent in the administration and management of their own medications.  
Recommended for residents with adequate cognitive skills who may be 
expected to function at more independent levels of care; for example, a board 
and care home. 

4. Individual or Group Psychotherapy:  This refers to in-depth, insightful, 
dynamically oriented psychotherapy provided by a mental health professional 
licensed to practice independently in this state.  Psychotherapy should be 
recommended for those residents who could be expected to benefit from the 
process, and demonstrate minimal or no cognitive deficit. 

 

(Revised 9-27-2000) 
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5. Supportive Services:  These are interactions between residents and facility staff 
that encourage problem solving, socialization, or focus on a therapeutic goal.  
Residents with mental disorders, who are too cognitively impaired to benefit 
from individual or group psychotherapy, should be considered for supportive 
services.  Where appropriate, some residents may benefit by having both 
psychotherapy and supportive services. 

6. Family Therapy:  This should be recommended for residents who have family 
members involved in their care, especially if placement at home is a possibility 
in the future.  It is provided by a mental health professional licensed to practice 
independently in this state. 

7. Cognitive Behavior Therapy: This should be recommended for residents with 
adequate cognitive function whose psychiatric difficulties have been shown to 
respond to this therapeutic modality.  It is provided by a mental health 
professional licensed to practice independently in this state. 

8. ADL Training/Reinforcement:  A therapeutic intervention by a trained mental 
health professional which combines behavioral reinforcement techniques with 
skill training to improve the resident’s performance of Activities of Daily 
Living.  Should be recommended for residents who either need training on how 
to dress more appropriately, bathe, toilet, feed, or groom themselves; for 
residents who have such skills, but who do not perform these tasks responsibly 
as a result of their mental disorder. 

9. Mental Health Rehabilitation Activities:  These include therapeutic 
community, dance, music, art, exercise, leisure, recreation, orientation, 
education, and/or skill building activities.  Most residents would benefit by 
some participation in these activities, even those who are bedfast. 

10. Substance Rehabilitative Services:  These include services for the 
rehabilitation of alcohol, tobacco, illicit drugs and abuse or misuse of 
over-the-counter and prescription medications. 

11. Behavioral Modification Program for:  Describe here the behaviors you feel 
need modification.  For example, behavior modification program to reduce 
assaults on peers. 

12. Other:  Specify other rehabilitative services the resident is currently receiving 
and/or you are recommending.  Note here if you are recommending changes in 
medication or dosage.  Some residents, although receiving psychotropics, may 
not have been seen by a psychiatrist.  Use this item to indicate the need for a 
psychiatric consult or regular follow-up by a psychiatrist. 
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74. Level of Placement 

Indicate the recommended level of care for the resident’s current physical and 
psychiatric status:  (If 1 or 2 is selected, IMMEDIATELY FAX the assessment 
(DMH 1733) to the Contractor’s office for immediate attention. 

1. Acute Psychiatric Hospital:  A hospital having a duly constituted governing 
body with overall administrative and professional responsibility and an 
organized medical staff which provides 24-hour inpatient care for mentally 
disordered, incompetent residents, including medical, nursing, rehabilitative, 
pharmacy, and dietary services.  [Title 22, Chapter 2, Article 1, Section 71005 
(a)] 

This setting is for residents who are suffering from an acute episode of a serious 
mental illness or an acute exacerbation of a chronic serious mental disorder who 
also have medical conditions that require medical attention on an inpatient 
basis.  If this recommendation is made, refer to the Specialized Services 
Recommendation procedure below. 

2. Psychiatric Health Facility (PHF):  24-hour acute psychiatric, nonhospital 
setting. 

This placement is indicated for residents who are suffering from an acute 
episode of a serious mental illness or acute exacerbation of a chronic serious 
mental illness, who DO NOT have medical conditions that require medical 
attention on an inpatient basis.  If this recommendation is made, refer to the 
Specialized Services Recommendation procedure below.  

A PHF admission is appropriate if a resident's medical condition can be 
managed on an outpatient basis.  A PHF admission is not appropriate if a 
particular resident's medical condition cannot be managed by the PHF.  (Title 
22, Chapter 9, Article 3) 

3. Special Treatment Program (STP):  STP services are those therapeutic 
services, which include prevocational and prerelease planning, provided to 
mentally disordered persons having special needs in one or more of the 
following general areas:  self-help skills, behavior adjustment, interpersonal 
relationships.  [Title 22, Chapter 3, Article 1, Section 72443(a)] 

STPs provide the highest level of psychiatric service available in a NF.  
Regulations require, a) a minimum of 27 hours per week of direct group or 
individual program service for each resident and b) the resident has moderate to 
excellent rehabilitation potential. 
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This is an appropriate placement for residents who are not experiencing an acute 
episode, but whose serious mental illness could endanger themselves and/or 
others if they are not constantly supervised.  Consider the age, severity of 
symptoms, chronicity, physical illness and history of previous STP placement 
before recommending this placement. 

A fair or good rehabilitation potential is a factor for consideration in 
recommending residents for placement in STP programs.  Take note of previous 
attempts with STP placement. 

4. Nursing Facility:  An institution (or a distinct part of an institution) which is 
primarily engaged in providing to residents: 

a. skilled nursing care and related services for residents who require medical 
or nursing care, 

b. rehabilitation services for the rehabilitation of injured, disabled or sick 
persons, or 

c. on a regular basis, health-related care and services to individuals who, 
because of their mental or physical condition, require care and services 
(above the level of room and board) which can be made available to them 
only through institutional facilities, and is not primarily for the care and 
treatment of mental diseases.  [PL 100-203, Section 1919(a)(1)] 

5. Board and Care Facility:  Residents whose psychiatric symptoms have been 
stabilized or who are in a state of remission and have minimal or no physical 
health problems are appropriate for a less restrictive setting like a board and care 
home. 

6. Other:  Indicates other community placement settings such as halfway houses, 
independent living or placement with family. 
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SPECIALIZED SERVICES (SS) RECOMMENDATION 

If 74. #1 or #2 is checked as a recommendation for Specialized Services, the evaluator 
should follow the procedures indicated below: 

Within 24 hours of such recommendation: 

1. Immediately contact and alert the contractor's office of the finding and FAX/send a 
hard copy of the Level II form. 

2. The contractor shall review and certify the Level II evaluation and immediately 
contact and FAX the recommendation to the DMH, PASARR Section clinical staff. 

Within 24 hours of the receipt of a SS recommendation from the contractor, a DMH 
clinician shall review the Level II findings, contact all parties concerned, and make 
the necessary arrangements to facilitate the provision of SS. 
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EVALUATION INFORMATION AND CERTIFICATION 

Provides overall documentation and certification that the appropriate disciplines have 
reviewed the protocol, and concur with the evaluator's recommended diagnosis and 
disposition. 

75. Evaluation Time/Mileage 

 Record approximate evaluation time and round trip mileage. 

76. Level II Evaluator 

 Print name and title of evaluator and enter the date of evaluation.  Affix signature in 
ink. 

77. Physical History and Examination Certification  

 Complete this section when the physical health history and physical examination are 
not performed by a physician and where certification by a licensed physician is 
required.  Print name and title of physician and enter date of certification.  Affix 
signature in ink. 

78. PASARR/MI Overall Certification by Board- Certified/Eligible Psychiatrist 

All PASARR/MI evaluations and recommendations must be certified by a B/C or B/E 
psychiatrist.  This certification verifies that the psychiatrist has reviewed each Level II 
evaluation and concurs with the treatment recommendations before it is transmitted to 
the DMH.  This certification is an integral part of the quality assurance process which 
provides the BC/BE psychiatrist information regarding the ongoing performance and 
training needs of evaluators. 

 The certification process ensures that: 

1. The information presented is accurate and current. 

2. The clinical data related to medical and psychiatric history as well as current 
symptomatology are consistent with each other and with the multi-axial 
diagnosis. 

If the BC/BE psychiatrist has questions about the data or about conclusions reached 
by the evaluator, he/she shall seek clarification from the evaluator for more 
information before certifying the evaluation for data entry.  Once the issues are 
resolved, the BC/BE psychiatrist should indicate and initial any changes made to the 
MH 1733. 
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3. The treatment and level of care recommendations are most appropriate for this 
individual at this point in their clinical course. 

Enter name, date, and signature in space provided.  Affix signature in ink.  If the 
evaluation is performed by a BE/BC psychiatrist, another BE/BC psychiatrist MUST 
perform the overall certification of the evaluation and recommendation.
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STATE OF CALIFORNIA--HEALTH AND WELFARE AGENCY PETE WILSON, GOVERNOR 

DEPARTMENT OF MENTAL HEALTH 
1600  -  9TH STREET 
SACRAMENTO,  CA  95814 

(916) 657-5321 
 

  
 APPENDIX II 
  

PREADMISSION SCREENING AND RESIDENT REVIEW/MENTAL ILLNESS 
(PASARR/MI) LEVEL II EVALUATION 

 
SERIOUS MENTAL ILLNESS CRITERIA 

 

AUTHORITY 

Federal statute, Public Law 100-203, mandates the Department of Mental Health (DMH) responsibility 
for the PASARR/MI Level II Evaluation process and the final determination regarding psychiatric 
treatment and placement for seriously mentally ill (SMI) residents.  This SMI evaluation is required 
upon; 1) initial admission into a nursing facility and 2) if significant changes occur in mental health 
condition. 

SERIOUS MENTAL ILLNESS LEVEL II CRITERIA 

The resident must meet each of the following criteria for SMI for a PASARR/MI Level II evaluation; 
1) diagnosis, 2) level of impairment, and 3) duration of illness. 

1. DIAGNOSIS:  Any ONE diagnosis of the following major mental illnesses within the last two 
years: 

a. - Schizophrenia; 
 - paranoia; 
 - mood and depressive disorders; 
 - panic or other severe anxiety disorders; 
 - somatoform disorders; 
 - personality disorders; 
 - other psychotic disorders; or 
 - other mental disorders that may lead to a chronic disability 

b. Not a primary diagnosis of dementia, including Alzheimer's disease or a related 
disorder, or a non-primary diagnosis of dementia unless the primary diagnosis is a major 
mental disorder. 



 

 

2. LEVEL OF IMPAIRMENT:  Within the past 3 - 6 months, the resident experienced or 
exhibited functional limitation in a major life activity that would be appropriate for their age and 
developmental state, in at least ONE of the following: 

a. INTERPERSONAL FUNCTIONING:  Serious difficulty interacting appropriately 
and communicating effectively with other persons, possible history of altercations, 
evictions, firing, fear of strangers, avoidance of interpersonal relationships and social 
isolation. 

b. CONCENTRATION, PERSISTENCE, and PACE:  Serious difficulty in focused 
attention for long enough periods to permit completion of tasks commonly found in 
work settings or in work-like structured activities in school or home settings, difficulties 
in concentration, inability to complete simple tasks within established time periods, 
makes frequent errors, or requires assistance in the completion of these tasks. 

c. ADAPTATION TO CHANGE:  Serious difficulty in adapting to typical changes in 
circumstances with work, school, family, or social interactions, manifests agitation, 
exacerbated signs and symptoms associated with the illness, or withdrawal from the 
situation, or requires intervention by the mental health or judicial system. 

3. RECENT TREATMENT:  Within the past two (2) years, the resident experienced at least 
ONE of the following: 

a. More than one PSYCHIATRIC TREATMENT, more intensive than outpatient care, 
(e.g. partial or inpatient hospitalization); or 

b. due to MENTAL ILLNESS, experienced an episode of significant disruption to their 
normal living situation, for which supportive services were required 1) to maintain 
functioning at home or in a residential treatment setting, or 2) which resulted in 
intervention by housing or law enforcement officials. 

PAS/PASARR LEVEL I SCREENING DOCUMENT, DHS 6170 

For residents who meet the SMI criteria, the completed PAS/PASARR Level I Screening Document, 
DHS 6170 should be mailed within five (5) working days to: 

 Department of Mental Health 
 Attention:  PASARR Section 
 1600 9th Street, Room 250 
 Sacramento, California  95814 
 (916) 654-6162 
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PREADMISSION SCREENING AND RESIDENT REVIEW/MENTAL ILLNESS 
(PASARR/MI) LEVEL II EVALUATION 

SPECIALIZED SERVICES CRITERIA 

 

SPECIALIZED SERVICES DEFINITION 

Specialized services is the highest level of mental health therapies and activities prescribed for the treatment of residents 
experiencing an acute episode of serious mental illness.  Specialized services is the continuous and aggressive 
implementation of an individualized plan of care that is: 

1. Developed under and supervised by a physician with an interdisciplinary team of qualified mental health 
professionals. 

2. Prescribes specific therapies and activities for the treatment of persons experiencing an acute episode of serious 
mental illness, which requires 24-hour supervision by trained mental health personnel. 

3. Directed toward diagnosis, reduction of behavioral symptoms, improvement in the level of independent functioning, 
and achievement of a functional level that permits the resident's return to a lower level of psychiatric rehabilitative 
services. 

CRITERIA 

Specialized services is recommended when a Medicaid nursing facility (NF) resident is experiencing an acute episode of 
serious mental illness. 

TREATMENT SERVICES 

Specialized services is provided in the following facility types: 

1. Acute psychiatric hospital; for residents who also have medical conditions that require inpatient medical care. 

2. Psychiatric Health Facility; for residents with no medical necessity or medical conditions that can be managed on an 
outpatient basis. 
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E. Either 1 or 2: 

1. There is evidence from the history, physical examination or laboratory tests of a specific 
organic factor (or factors) judged to be etiologically related to the disturbance. 

2. In the absence of such evidence, an etiologic organic factor can be presumed if the 
disturbance cannot be accounted for by any inorganic mental disorder, e.g., major 
depression accounting for cognitive impairment. 

 

DIFFERENTIATION OF PSEUDODEMENTIA AND DEMENTIA 

 

Pseudodementia Dementia 

• Sudden Onset • Gradual onset 

• Prior psychiatric illness • No prior psychiatric illness 

• Vegetative signs • No vegetative signs 

• Resident exposes cognitive deficits • Resident conceals cognitive deficits 

• Resident responds “I don’t know” • Resident gives near-miss answers 

• Marked variability in cognitive performance • Consistently poor in cognitive performance 

• Recent and remote memory equally poor • Recent memory worse than remote memory 

• Sundowning rare • Sundowning common 

 

Reference: Review of General Psychiatry 
H.H. Goldman, 2nd Edition



APPENDIX VIII 
 

Global Assessment of Functioning Scale (GAF Scale) 
 

Consider psychological, social, and occupational functioning on a hypothetical continuum of mental health-
illness.  Do not include impairment in functioning due to physical (or environmental) limitations. 

Note:  Use intermediate codes when appropriate, e.g., 45, 68, 72. 

Code 

90 
 
 

81 

Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in 
all areas, interested and involved in a wide range of activities, socially effective, 
generally satisfied with life, no more than everyday problems or concerns (e.g., an 
occasional argument with family members). 

80 
 
 

71 

If symptoms are present, they are transient and expectable reactions to psychosocial 
stressors (e.g., difficulty concentrating after family argument); no more than slight 
impairment in social, occupational, or school functioning (e.g., temporarily falling 
behind in school work). 

70 
 
 

61 

Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in 
social, occupational, or school functioning (e.g., occasional truancy, or theft within the 
household), but generally functioning pretty well, has some meaningful interpersonal 
relationships. 

60 
 

51 

Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) 
OR moderate difficulty in social, occupational, or school functioning (e.g., few friends, 
conflicts with co-workers). 

50 
 

41 

Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent 
shoplifting) OR any serious impairment in social, occupational, or school functioning 
(e.g., no friends, unable to keep a job). 

40 

 

 
31 

Some impairment in reality testing or communication (e.g., speech is at times illogical, 
obscure, or irrelevant) OR major impairment in several areas, such as work or school, 
family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, 
neglects family, and is unable to work; child frequently beats up younger children, is 
defiant at home, and is failing at school). 

30 
 
 

21 

Behavior is considerably influenced by delusions or hallucinations OR serious 
impairment in communication or judgment (e.g., sometimes incoherent, acts grossly 
inappropriately, suicidal preoccupation) OR inability to function in almost all areas 
(e.g., stays in bed all day; no job, home, or friends). 

20 
 
 

11 

Some danger of hurting self or others (e.g., suicide attempts without clear expectation of 
death, frequently violent, manic excitement) OR occasionally fails to maintain minimal 
personal hygiene (e.g., smears feces) OR gross impairment in communication 
(e.g., largely incoherent or mute). 

10 
 

1 

Persistent danger of severely hurting self or others (e.g., recurrent violence) OR 
persistent inability to maintain minimal personal hygiene OR serious suicidal act with 
clear expectation of death. 

  



PAS/PASARR LEVEL I INSTRUCTIONS/EXPLANATION 
 

All information should be printed or typed.  Appropriate MI/MR referral should be mailed within five (5) working days of completion of 
DHS 6170. 
 
LEVEL I SCREENING CAN BE COMPLETED BY: 

• Delegated Hospital Provider. 
• Nursing Facility (NF)/Nursing Staff. 
• Health Services Medi-Cal Nursing Staff. 

 
LEVEL I FORM DISTRIBUTION: 

• Original (White Copy) - Patient’s chart. 
• Yellow Copy - DMH or DDS, if applicable. 
• Pink Copy - With TAR to Field Office. 
• Goldenrod Copy - Facility. 

 
PRESCREEN OR STATUS CHANGE: 

• Prescreen - check if first or admission to Medi-Cal NF System. 
• Status change - check if marked or significant change in resident’s mental health/retardation condition.  Note:  Do not refer 

ARR to DMH/DDS. 
 

I. CLIENT DATA 
1. Beneficiary name:  last, first, middle initial. 
2. Enter 14-digit Medi-Cal number. 
3. Date of birth:  month, day, year. 
4. Date of last physical:  month, day, year. 
5. Enter primary (main) diagnosis for admission to NF. 

 
II. WHY COMMUNITY PLACEMENT IS NOT AN OPTION 
  Indicate appropriate condition that prevents placement with community resources. 
 
III. IDENTIFYING CRITERIA FOR MENTAL ILLNESS (LEVEL II REFERRAL) 
 10. - 12. Please answer these questions based on the patient’s current condition and the most recent history and 

physical.  A diagnosis entered in number 10 and a yes answer in both 11 and 12 indicates a need for referral to 
DMH for Level II evaluation.  Refer to Mental Illness “triggers” if necessary. 

 10. Enter any Mental Illness diagnosis, excluding dementia. 
 11.a. “Interpersonal functioning” Definition:  inability to interact appropriately and communicate effectively with others. 
 11.b. “Concentration, persistence, and pace” Definition:  inability to complete a simple task in a timely manner. 
 11.c. “Adaptation to change” Definition:  typical changes in circumstances at work, school, family, or society causing 

exacerbation of signs and symptoms of mental illness. 
 12.a. “Hospitalization for psychiatric treatment” Definition:  psychiatric treatment more intense than outpatient care. 
 12.b. “Serious disruption” Definition:  episode of significant disruption which requires assistance in functioning at 

home or at a residential treatment setting. 
 
IV. IDENTIFYING CRITERIA FOR DEVELOPMENTAL DISABILITY 
 14. - 16. Please answer these questions based on the patient’s current condition and the most recent history and 

physical.  Any Yes answer indicates a need for referral at DDS.  Refer to Mental Retardation “triggers” if 
necessary. 

 
V. LEVEL II REFERRAL DATA 
  Enter referral date and referral agency, if applicable. 
 
VI. LEVEL I SCREEN COMPLETION 
  Enter name of person completing form, facility name, telephone number, and completion date. 
 
VII. RECEIVING FACILITY 
  Enter nursing facility name, address, telephone number, and admission date. 
 
VIII. - XII. FOR STATE USE ONLY 
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Trade Names Generic Names Code Number 
   
Nardil Phenelzine 387 
Norpramin Desipramine 315 
Pamelor Nortriptyline 320 
Parnate Tranylcypromine 385 
Paxil Paroxetine HCI 397 
Pertofrane Desipramine 315 
Pramine Imipramine 340 
Prozac Fluoxentine 355 
Serzone Nefazodone HC1 396 
Sinequan Doxipin 330 
Vivactil Protriptyline 325 
Wellbutrin Bupropion 390 
Zoloft Sertraline HCI 395 
   
Anti-manic Medications 
   
Depakote Valproic Acid 685 
Eskalith Lithium 210 
Klonopin Clonazepam 270 
Lithane Lithium 210 
Lithium Carbonate      “ 210 
Lithium Citrate      “ 210 
Lithobid      “ 210 
Lithonate      “ 210 
Lithotab      “ 210 
Tegretol Carbamazepine 230 
 
Anti-anxiety Medications 
   
Ativan Lorazepam 460 
Atarax Hydroxyzine 484 
Buspar Buspirone HC1 490 
Equanil Meprobamate 430 
Inderal Propanolol 753 
Librium Chlordiazepoxide 415 
Miltown Meprobamate 430 
Serax Oxazepam 420 
Tranxene Clorazepate 425 
Valium Diazepam 440 
Xanax Alprazolam 470 
 












































































